This research highlights the importance of expanding examinations of service accessibility for hard to engage client populations to include assessments of individuals' ability to gain entrance to services and the system's ability to meet the service needs of particular client populations. The results of this research provide a framework to support these examinations. The increasing levels of selectivity and targeting of mental health services to particular client populations found in this study raise fundamental questions about the goals of service accessibility in 21st century public mental health services generally, and for hard-to-engage clients particularly. These findings also point to the need for examinations of the eligibility criteria and gatekeeping mechanism that are used to target services to particular client populations to determine if they are working as intended and to assess what impact these mechanisms have on hard to engage clients' ability to gain entrance to needed services.
Introduction
The accessibility of services in the public mental health system has been a vital topic in research and policy making for over three decades, 1 yet services provided in this system of care are still characterized as "maze like" and cloaked by a veil of invisibility. 2, 3 The lack of transparency surrounding the structure and content of services in the public mental health system creates major obstacles to peoples' ability to gain entrance to appropriate services, and to researchers' ability to quantify these services.
Access to mental health services is defined as a person's ability to obtain appropriate services. 4 A key component of this definition centers on a person's ability to identify and gain entrance to necessary and suitable services. 4 However, the vast majority of research on service accessibility has operationalized access in terms of service utilization rates because, "proof of access is in the use." 1 (p. 272) Service utilization rates offer descriptions of how individuals use services after gaining entrance to them. But assessments of individuals' actual ability to gain entrance to services and the system's ability to provide needed services are also important to the study of service accessibility. All three types of information (service utilization, individual access, and service availability) are required to help researchers and policy makers more accurately pinpoint barriers in accessing mental health services.
This level of precision in the study of service accessibility is especially valuable when developing services for hard-to-engage client populations, such as people with mental illness with criminal justice involvement. Prior research has characterized this client population as having difficulty with individual access and service utilization. [5] [6] [7] [8] [9] However, research has yet to determine whether problems with individual access stem from the person's failure to request services, the system's inability to provide services to meet these clients' needs, the presence of access barriers that make it difficult for these clients to gain entrance to services, or problems using services after gaining entrance to them. This gap in knowledge forces policy makers to develop services without a clear empirically driven understanding of the nature of the access problems confronting clients such as these.
This article explores two aspects of service accessibility that require further examination: service availability and individual access. This examination includes analyses of individual access and service availability in a large public mental health system. It also examines the implications of recent service developments for the availability and accessibility of services generally and for hardto-engage client populations, specifically people with mental illness involved in the criminal justice system. These analyses provide a framework for future empirical examinations of the access problems confronting hard to engage clients, by providing the means needed to study the public mental health systems' ability to provide needed services, and clients' ability to gain entrance to them.
Background
The complexity, of access problems confronting consumers of mental health services, and the problems associated with addressing this complexity, can be seen in experiences of hard-to-engage client populations, such as people with mental illnesses involved in the criminal justice system. The service accessibility problems facing this client population have been framed as a problem of service linkage. 10 This explanation, which focuses on individuals' inability to identify and ask for services, has led to the development of case management services designed to facilitate linkage to services for this client population. 11 In order to determine the effectiveness of this service strategy at ameliorating the access problems confronting this client population, it is necessary to examine the extent to which clients are successful in gaining entrance to the mental health services to which they are linked. However, existing measures of service accessibility cannot address this question because they only measure services clients use after they have gained entrance to them. There are some system-level measures of service accessibility that assess people's ability to gain entrance to a service. But these measures, which include indicators such as denial of care rates and service penetration rates, focus on service usage patterns of large groups of service users in relation to a particular service. 4 As such, these aggregate-level measures cannot contribute to understanding individuals' ability to gain entrance to all of the services that they need in the public mental health system.
Examinations of service accessibility that include information related to individuals' ability to obtain needed services, can include within it a test of the systems' ability to meet the treatment needs of particular clients, or client populations. However, examinations such as these require service usage information that is not typically recorded in mental health records used in system-level or population-level analyses. For example, assessments of a service system's ability to provide needed services require information related to the availability of the types of services that a particular client group needs. Research has identified a number of ways to examine the match between identified and met service needs. 12 Yet similar to service utilization rates, these measures do not include the number of services a client tried to gain entrance to, or the number of services available in a given system to meet a particular service need. Rather, these approaches, like service utilization rates, are limited to examinations of the services a person actually receives once access has been gained.
This reliance on utilization measures as a proxy or service accessibility is problematic; without information related to the services available in a given treatment system, the issue of where service accessibility problems begin cannot be determined. This article presents research findings that lay the foundation for studies of service accessibility that include assessments of service systems' ability to provide services and clients' ability to gain entrance to them. Examinations of these aspects of service accessibility require information related to (1) the full range of service options available to people with serious mental illness in the public mental health system; and (2) how each service is structured in terms of program eligibility criteria and application procedures so that any restrictions on accessibility can be identified and included in analyses of service accessibility issues for hard to engage client populations. This analysis adds to research in this area by providing an understanding of the full array of mental health services available to adults with serious mental illness within a particular public mental health system, the range of service options available within each service area, and details related to the processes involved in accessing each service option. Information such as this provides a typology of services that can be used as a foundation for future studies that examine the system's ability to meet the treatment needs of client populations, such as people with serious mental illness and criminal justice involvement, and examinations of clients' ability to gain entrance to needed services in this system of care.
Methods Site
This study examined what services are available to adults with serious mental illness in the public mental health system in Philadelphia, Pennsylvania, which serves over 40,000 individuals each year. 13 The Philadelphia public mental health system consists of a combination of community mental health centers, specialty agencies, crisis response centers, and inpatient psychiatric units. The city's Department of Behavioral Health oversees the provision of a full continuum of clinical mental health services, which are provided in conjunction with an array of additional treatments and supports such as residential treatment options, social and recreational services, and peer supports. However, attempts to obtain a comprehensive listing of the services provided in the city's public mental health system were unsuccessful because this public mental health system, like many others, maintains service directories that are indexed by service providers, not services. This practice stands in direct contrast to how services are indexed in general medical settings where consumers are presented with a menu of service options that are grouped by subspecialties when appropriate, from which they can select a particular service provider to approach with a request for a specific service.
Participants and sampling

Key informant interviews
A combination of purposeful and snowball sampling techniques was used to recruit a convenience sample of 15 individuals for key information interviews.
14 The need to protect participants' identities makes it impossible to report on specific job positions or sociodemographic characteristics of the informants. Instead, the sample is characterized in terms of their knowledge of mental health services provided in this mental health system, and sampling techniques used to recruit them. Recruitment for key informant interviews began with purposeful sampling techniques that were used to recruit four professionals in the mental health system who were familiar with the full array of services available in this system. These individuals were recruited because each had high-level administrative job responsibilities within the public mental health system that gave them knowledge of the full array of services available in this system of care, the history of how current services were developed, and plans for service expansion. To identify these first four participants, the research team consulted with administrators in the public mental health system to identify staff with this required knowledge. Each of the individuals approached for these first four interviews agreed to participate. During these interviews, snowball sampling techniques were used to identify staff with expertise in each of the service areas that these first four participants identified as being available.
After the first four interviews were completed, snowball sampling techniques were used to identify participants with detailed knowledge about the range of service options available within each service area identified in the initial interviews, and the eligibility and application procedures associated with each service option. A total of 13 individuals were approached to participate during the snowball sampling phase of key informant interviews, of which 11 agreed. The two individuals who declined cited time availability as their reason for refusal. In each of these cases, snowball sampling techniques were used to identify other administrative staff with equivalent knowledge of the service area as the two participants who declined.
Key informant interviews during this stage of sampling included eight system-level administrators and supervisors working in specific service areas and three agency-level administrators and supervisors who were identified as experts because they worked closely with the system-level staff of the public metal health system to develop and implement services in a particular service area. Sampling for key informant interviews continued until saturation was reach. This occurred when the structure and content of each type of service was explained and no new service types or options were identified in interviews.
Focus groups
Focus groups were conducted with a convenience sample of 14 line staff in the city's behavioral health case management and outreach services who volunteered to participate. Potential participants were recruited using flyers that were distributed to case management departments and outreach services throughout the city, and at mandatory citywide case management training sessions. Case managers and outreach workers were targeted for participation in the focus groups; their experiences working with clients to identify and obtain services in this public mental health system gave them ground-level information about the types of services available, and procedures associated with accessing them, which could be used to test the accuracy and completeness of the list of services that was developed during the key informant interviews.
Data collection
Key informant interviews
The first step in data collection was the 15 open-ended key informant interviews. Key informant interviews began with the systems-level administrators. These interviews were used in part to generate lists of the different types of services available in this public mental health system. Then, service specialists associated with each service area were interviewed to gain more information about the different service options available in their area of specialization, and the eligibility and application procedures associated with their use. All of the key informant interviews began with an open-ended question that asked staff about the services available to adults with serious mental illness in their public mental health system. Probes and follow-up questions were used to obtain information about the range of services available in this system, the types of service options available in particular service area, and the types of eligibility criteria and application procedures associated with accessing each identified service option. Interviewers developed a list of service areas and service options identified in each interview, which they reviewed with participants during the interview in order to check the accuracy and completeness of the list. At the end of each interview, copies of any written materials associated with services were collected, and participants were asked to identify other service professionals who could be useful informants for the study.
Focus groups
Two focus groups were conducted with line staff after the key informant interviews were completed. Focus groups were conducted by an experienced facilitator and co-facilitator; two research assistants observed the focus groups and took handwritten notes during the groups. Facilitators used a funnel approach with low levels of moderation to ensure that the participants' understanding of the service system was driving the direction and content of discussions. 15 Each focus group ran for approximately 1 hour.
Administrative and organizational documents
Administrative and organizational documents were obtained from participants and from the public mental health system's web site. Documents included informational pamphlets, training materials, and organizational documents that described a particular type of service, such as case management or crisis services, or service options available in a given area. Written application packets were collected for all services that used them. Written materials and regulations related to eligibility criteria for services were also collected.
Data analysis
Data collection and analysis was an iterative process that involved three stages described below. Data were triangulated by method and source during analysis to ensure the rigor and authenticity of the analysis.
14 During the first stage of analysis, analytic triangulation methods were used by a three-member coding team that consisted of one senior researcher and two research team members. This team of coders used open coding techniques to develop a list of initial codes that represented the different types of services identified by key informants. 16 Whenever program materials were available, the coders triangulated information obtained in the interviews with that available in the written materials as a source of corroboration. In every case when written materials were available, the information in them supported the information obtained during the interviews and often provided additional details related to the eligibility criteria and application procedures associated with specific services. All of the services identified in the key informant interviews were corroborated by at least one other source of information. The vast majority of services were triangulated across all three sources of data (interviews, focus groups, and written materials). The notable exception to this level of triangulation were the boutique services described in the "Results" section, where knowledge about the existence of each of these services appeared to be limited to high level administrative staff working in a particular service area. The coding team met regularly to refine and finalize the initial coding list during the first stage of analysis. During these meetings and all subsequent coding activities, discrepancies in codes were discussed by the team and the data associated with each code further analyzed as a group until consensus was reached among coders on how to resolve discrepancies.
The second stage of analysis began after the key informant interviews were completed and the initial list of codes was finalized. During this stage, the services identified in the first stage of analysis were presented to focus group participants in order to check the completeness and accuracy of this list. Data collected from focus groups were coded using the open coding techniques described above. These codes were then triangulated with codes developed from the key informants and written materials using the consensus approach to coding described above. The results of this stage of analysis confirmed that saturation had been reached as no new service areas or options were identified by the focus group participants. However, data collected during this stage did provide more comprehensive understanding of the eligibility criteria and administrative procedures associated with gaining access to specific service option.
In the last stage of analysis, selective coding and the constant comparative method were used by the full study steam to categorize the different types of services within broader service categories. 17 After these core service categories were developed, these coding techniques were used to systematically categorize individual service options within a core service category. This method of data analysis made certain that service categories and options were sufficiently grounded in the data. It also provided a structured process that ensured that the core service categories did not overlap and that service options available within each area represented all of the services available within this public mental health system.
Results
The public mental health system under study was found to contain a complex array of services for adults with serious mental illness developed at different times and for different purposes. Earlier services reflect elements of the community mental health system that were developed to meet the needs of deinstitutionalized populations. Later services became more selective and specialized in their target population and service content in attempts to bridge newly identified service gaps. The word "services" carries multiple meanings in the mental health literature. It is used in some cases to denote a general category of service used in the public mental health system, such as case management, which represents a service platform that contains many specific service options. In other cases, the word "service" is used to indicate a particular service option associated with a service platform such as intensive case management services.
The service typology presented here organizes particular service options according to the service platform from which they were developed. The term "service platform" is used to denote the general category of service, and "service option" is used to indicate individual services available within each platform. In the following tables, the rows of the table provide a comprehensive accounting of all of the service options that are available in this public mental health system. The columns organize each service option according to the service platform to which each option belongs.
The tables then organize service options and platforms into a typology. Service platforms are organized into three analytic categories referred to as "stages." A listing of the service platforms and their stages of development can be found at the top of Tables 1, 2 , 3, and 4. Service options are organized into four analytic categories referred to as "generations." Each generation of service options is listed sequentially in Tables 1, 2, 3 , and 4, so Table 1 lists the service options associated with the "first generation," Table 2 lists the service options associated with the "second generation," and so on.
Interviews with the staff of the public mental health system showed that the service platforms available in this system of care developed over time in response to the system's identification of treatment needs that were not being adequately addressed in the existing service structure. Therefore, the service platforms are categorized into stages based on the type of need that the platform was designed to address.
This analysis of service platforms found that the first two stages of development in this public mental health system were consistent with developments occurring in public mental health systems across the country. For example, the first stage of development in service platforms titled, "The Beginning" (see Table 1 ), contains the three service platforms-crisis, inpatient, and outpatientwhich collectively constituted this mental health system's initial community-based response to deinstitutionalization. These platforms were categorized as belonging to the first stage of service development in this system because they were each developed as part of the city's initial efforts to create a community-based public mental health system and fulfilled the early service mandates established by the Community Mental Health Centers Act of 1963. 18 The second stage of development in service platforms in this public mental health system is titled, "Service Expansions" (see Table 2 ). Service platforms developed during this stage include community-based case management and residential treatment services. Professionals in this service system explained that these service platforms represented a system-level response to service needs of recently deinstitutionalized clients who were left unaddressed by service platforms associated with the initial stage of service development in this system of care. The development of these new service platforms was also consistent with the evolution in service development that was taking place across the country at the time. 19, 20 The last and most recent stage of development in service platforms in this public mental health system is titled, "Addressing Underserved Populations" (see Table 3 ). Service development during this stage was more selective, focusing on addressing the needs of specific client populations who had difficulty engaging the services available in the more general platforms developed during the previous two stages. This selectivity stands in contrast to service developments during the earlier stages when the emphasis was on developing a comprehensive system of care for persons with serious mental illness generally.
While the three stages of development in service platforms in this service system provide an overview of the general types of services that have been developed in this public mental health system generally, this level of analysis is where most prior discussions of service development in this system of care ends. However, focusing only on the general type of service does little to elucidate the nature and content of services being provided within each platform. In order to understand the full extent of this service system's efforts to develop a comprehensive array of community-based mental health interventions for people with serious mental illness, one has to look at the specific service options that the system developed within each platform. Analysis of staff interviews in combination with document analysis revealed a progression of service development, wherein over time the target population and/or focus of intervention of particular service options became more selective. This resulted in the categorization of service options within this typology based on the degree of selectivity associated with how services were targeted. This selectivity was identified by analyzing the service eligibility criteria and application procedures that governed how people enter and exit the service (gatekeeping).
The term "generations" is used to categorize three of the four rows of services illustrated in Tables 1, 2 , 3, and 4 in order to indicate an evolution in the development of service options within each service platform that was similar to how psychoactive drugs developed. More selective forms of service options have developed within service platforms over time to address problems associated with service options available in early generations. Table 1 illustrates the first generation of service options that were associated with the initial stage of program development in this mental health system. Analysis of the eligibility and application procedures associated with these service options found that, as would be expected in the early stages of the community mental health system, these service options had few system-level gatekeeping measures because they were designed to serve a broad population of consumers. These options lacked written eligibility criteria or formalized application procedures associated with their use. Table 2 illustrates the second generation of service options in this system of care. Formalized service eligibility criteria and application procedures, designed to select who among those in need of service would actually receive them, began to be incorporated into service options developed during this generation. This development is one of the features that delineate the second generation of services from the first, as these service apparatus represent attempts to narrow services to subpopulations of people with serious mental illness by using a number of different mechanisms. For example, eligibility criteria, written applications, and gatekeepers, who were key-level administrators who make decisions about the use of service on a case-by-case basis. For example, residential and case management service options began using formalized eligibility criteria in conjunction with written applications and gatekeepers early in their operations. In addition, new service options that developed in service platforms in the initial stage of program development also began to incorporate different combinations of these service apparatus to restrict their access. For example, mobile crisis services and extended acute inpatient services used system-level gatekeepers to narrow access, while long-term structured residences used explicit eligibility criteria in combination with system-level gatekeepers and formalized application procedures.
In the third generation, illustrated in Table 3 , selectivity in services was characterized by a further narrowing of program eligibility criteria in new service options across all service platforms. Service options in this generation continued to use different service apparatus such as gatekeeping and application procedures to restrict their use. However, service options in this generation further restricted their eligibility criteria in order to narrow their point of entry to subpopulations of potential consumers. For example, the crisis intervention team (CIT) represented a narrowing in the point of intervention of crisis services because it is only available to people with serious mental illness who police personnel identify as being in crisis at the point of a police contact. Residential and case management service options associated with the third generation each restricted their use to subpopulations of consumers in need of their services, such as those with multiple involuntary commitments or individuals with behavioral problems that impeded their adjustment to more traditional residential program settings. There is also a narrowing of target populations in this generation even in the service platforms that already restricted their point of intervention to particular client populations. So, for example, service options associated with homeless individuals with mental illness contain a further restricting of service eligibility for particular service options to specific subpopulations of homeless individuals, such as people living in shelters or on the street long term and those in need of housing that address mental health and substance abuse issues. A number of service options for people with criminal justice involvement were developed during the third generation of service development. However, forensic services during the third generation were not developed as a coordinated system-level response to the need of people with mental illness involved in the criminal justice system. As such, these service options were classified under the service platform from which they were developed because during this generation these service options represented increasing selectivity in the focus of intervention in existing service platforms. CIT, however, was classified as a forensic initiative because it was one of the first system-level efforts to create a service option specifically for persons with serious mental illness involved in the criminal justice system that included cross-system collaborations in its development, implementation, and ongoing operations.
Analysis of the structure and content of service options in each generation found that the growing selectivity of services during the third generation was accompanied, in some cases, by service configurations that blurred traditional service platform boundaries. For example, CIT services involved a level of collaboration and coordination between the police and crisis services that included co-training, with staff in the mental health and police department dedicated to work collaboratively on the provision of CIT services. Additionally, the housing-first program integrated services traditionally provided by the city's housing department with ACT teams run by the Department of Behavioral Health into one service program.
This emerging trend is important to note because it converges with the increasing levels of service selectivity and gatekeeping in the final generation of service options titled Boutique Services (Table 4 ). In this generation of service options the trend toward increasing selectivity and blending of traditional service platforms led to the hybridization of services where elements of service options from different service platforms are combined into new hybrid service options that are so selective and specialized that few people even know of their existence. This stage was labeled "boutique services" because these service options were found to operate as niche services, with a limited capacity to provide intensive, high-end services to a very select client population identified internally by key high-ranking mental health administrators. Each of these service options are defined by extremely specific eligibility criteria by which individuals are identified and selected for a service, often without their knowledge, by key systems administrators using internal administrative data sources. Decisions about program entrance and exit are made by high-level administrators who take referrals only from set lists of administrative data and/or other key systemlevel administrators. Such an insular type of referral process was found to create services that have no external access points, which means that there is no way for clients or their advocates to ask for these services, rather they have to wait to be identified through an invisible, internal process. For example, both the continuity of care teams and rapid response teams were categorized as boutique services because these service options offer an intensive combination of case management and crisis resources to a select group of consumers, who are identified and selected by administrative staff of the mental health system. Interestingly, the continuity of care teams are so small and selective that fewer than five of the people interviewed knew of their existence and only one mentioned this service without prompting from the interview team. These programs maintain no external point of referral because it uses system-level gatekeepers who accept referrals only from a select group of predetermined system-level personnel.
The city's forensic ACT team is also classified as a boutique service because it is a resource-rich service that combines outpatient treatment services, criminal justice support, and traditional case management services into one program and has program eligibility criteria that restrict its use to people with mental illness on specific court dockets. Additionally, it also maintains no external access points. Potential participants are identified by a team of gatekeepers that includes representatives with the mental health and judicial systems who work together to make decisions about program eligibility using internally generated lists of potential candidates.
Discussion
This study demonstrates how a large, urban, public mental health system has worked to develop a comprehensive array of community-based services for people with serious mental illness. This system's early efforts to develop services are consistent with what is known about how communitybased services evolved in general during those time periods. 19 This analysis extends knowledge of service development to include how services have continued to evolve and develop during the more recent post deinstitutionalization and managed care eras.
The increasing levels of selectivity and targeting of services found in the more recently developed services in this public mental health system could be signs of system-level service rationing that public mental health services have had to engage in to manage access to scarce resources. 21 They could also be an example of innovation in a service-rich public mental health system that has secured access to the basic mental health services required for the general population of people with mental illness, and is now working to fine-tune its system to better serve those individuals who slip through the cracks of existing services.
Regardless of the explanation for the high levels of selectivity found in many services in this study, this research found that services in this system were increasingly relying on service apparatus designed to select specific service recipients from among a larger group of individuals in need the service. The widespread use service apparatus such as these support the need to expand examinations of service availability to include measures of individual service recipient's ability to gain entrance to needed services.
The potential effect that the service selectivity found in this study can have on service accessibility generally, and for hard-to-engage populations particularly, is best illustrated by boutique services. These services lack external access points and use key system-level administrators to identify and select service recipients without outside accountability. This level of selectivity raises questions about whose needs these services are designed to address, the consumer or the system. They also raise questions as to whether the case management programs designed to link hard-to-reach client populations, such as people with serious mental illness involved in the criminal justice system, can even do their job effectively. These questions become important to consider in light of the development of services that have been designed specifically for their client populations, but which case managers are left unaware of and unable to request. Situations such as these lead to questions about the fundamental fairness of investing public resources in service options that remain invisible to all but a few professionals.
The trend toward selectivity and specialization in services found in this study raises questions that require further consideration by researchers and policy makers. For example, how can the public mental health system reconcile the increasing amount of selectivity and administrative controls being placed around the use of services with the president's New Freedom Commission's 22 call for the development of recovery-oriented services designed to give consumers a more active and direct role in the selection and provision of services? 23 In order to take responsibility and advocate for access to desired services, consumers must have knowledge of those services and a means to access them.
The increasing levels of targeting of services to particular client groups found in this public mental health system also raise questions about the system's ability to engage the integrated care initiatives currently being developed. 24, 25 These initiatives are based on the recognition that people with serious mental illnesses often have additional, co-occurring needs such as substance abuse, homelessness, chronic medical conditions, or criminal justice involvement that require integrated, coordinated responses. However, segmentation and specialization of services require the public mental health system to categorize individuals in ways that inhibit the system's ability to address the fluid, intertwined nature of these problems. Specialized services make sense from a policy and management perspective in that workers and resources can be used in the most efficient way. However, the specialization and the selectivity in service target populations that accompany it produce more silos of care, rather than addressing individuals in a holistic, integrated way.
The growing number and complexity of administrative controls that accompany the increasing selectivity of services in this public mental health system raise important issues for future studies of service accessibility. Even if one accepts the need for increasing levels of administrative control around the allocation of services, the service system still needs to have mechanisms in place to assess whether these controls are working as intended. This once again, points to the need to develop a more comprehensive range of measures of service accessibility, so that the effect of these administrative controls on individual access and service availability for particular client populations can be assessed. This research is necessary to fully understand how people are using mental health services and how the structure and design of services are affecting these usage patterns, especially when examining services intended for hard-to-engage client populations. Without this more nuanced understanding of service accessibility, explanations of low usage patterns often presume the problem is a lack of interest or ability on the part of prospective service users. This assumption could lead to highly specialized, yet inaccessible interventions if the real explanation for low service usage is the impermeability of the system to people who need the services most.
Limitations
While this research engages techniques such as data triangulation to improve the rigor and authenticity of its findings.
14 it has limitations. First, the data presented here are drawn from one public mental health system. While this is a large, urban system whose service system was found to have many elements in common with what is known about services in public mental health systems generally; it is likely that some of the developments in services found in this system are particular to the size, location, and service history of this particular system. Second, because of the high level of service specialization present among professionals in this public mental health system and the compartmentalization of knowledge about services that accompany this type of specialization, member-checking techniques were not used. Rather, interviewers took steps to ensure the accuracy and completeness of services identified in each interview, and data triangulation methods were used to ensure a comprehensive, in-depth understanding of services available in this system of care. However, despite these limitations, this research represents an important step in expanding understanding of service accessibility and provides a number of findings that are likely to be present to varying degrees in other public mental health systems. Thus, it is important that future investigations of the accessibility of public mental health services engage the findings of this study and the conceptualization of service accessibility presented here, so that a clearer understanding can be developed related to where problems in service accessibility lie for client populations, such as people with mental illness involved in the criminal justice system.
Implications for Behavioral Health
Public mental health systems in the USA remain one of the last bastions of centrally managed service systems. This reliance on centralized planning is in large part a response to the scarcity of resources in the system. Yet, one unintended side effect of centralization of planning in a context of scarce resources may be that service innovations can be unduly influenced by the financial constraints of a service system, which can lead to the development of niche services that are not able to effectively impact important social problems, such as the criminalization of mental illness at a population level. This analysis has shown that the evolution of mental health services can produce boutique services that are invisible and specialized, and purposefully maintain no mechanisms that support direct service requests. As public mental health systems develop specialization to increase efficiencies, they may be limiting access to important services for certain segments of the population, and limiting the capacity of a system to respond boldly and comprehensively to systemic issues. Therefore, access cannot be measured by utilization only, but must also include some measure of individuals' ability to gain entrance to services in the first place. This analysis also suggests that future innovations in mental health services for people with mental illness with criminal justice involvement need to increase the visibility of resources available in this system of care, and the ease with which clients can gain entrance to them.
The goal of any large public mental health system is to ensure that the appropriate balance is being kept between the needs of the system (i.e., reducing the overutilization of expensive services) and the service needs of individual clients (i.e., providing appropriate and adequate services). However, the logic that service providers use to target services toward particular clients within a given treatment population needs to be clearly explicated and externally evaluated to ensure that services are being used by all of those in need. In other words, public mental health systems need to possess accessible, visible, negotiable ways for clients to gain entrance to needed services, and decisions about access need to be made in ways that fairly balance a system's financial constraints against a client's service needs. For example, in this study many of the newer, resource-rich services were found to have eligibility criteria that required clients to have a substantial history of failure in traditional services in this service system before being able to access the newer services. Yet, criteria such as these have the potential to systematically exclude clients who the system has failed to engage in more traditional services, or those who receive their mental health services in alternative systems of care, such as jail or prison.
The results of this study found that the push toward selectivity and targeting of services in this public mental health system that accompanied recent service innovations adds additional layers of complexity into an already fragmented system of care. The cost and benefits of this additional complexity need to be considered in future service innovations like the ones undertaken here. While these service innovations help to address the unique needs of specialized populations, they are also making the system so complex that even mental health administrators have difficulty identifying the full range of services provided within each program area. This suggests that there needs to be more transparency in the structure and content of public mental health services, and more analyses of the appropriate balance between specialization and access.
